IN bringing forward this paper we feel that we ought to explain that only the gravity and particular interest of the group of cases and the fact that we have some pathological data of value with regard to them. has encouraged us to embark upon such a well-known subject as the occurrence of diarrhoea in childhood. The group of cases we are dealing with seems to us clinically to be a definite one and we will introduce the subject by a brief outline of some of the chief features as they have impressed us.
The first illness is usually a gastro-enteric attack in infancy, the result of soine alimentary infection or associated with some acute illness such as measles, whooping-cough, or broncho-pneumonia. During this attack there may be some vomiting, but as a rule diarrhoea predominates; the motions may be green or even blood-stained, there is much mucus passed, and later their character is often described as " porridgy." Nourishnment is taken badly, but there is often a craving for water. Recovery is slow and tedious, but there is no remarkable fever. Quite early in the convalescence it is discovered that although the child mnay have taken milk food well before the illness or have managed with ease the ordinary diet of an infant between 1 and 2 years, now the least departure from extreme caution results in an exacerbation of the symptoms. Upon this point we lay much stress, for we have met with examples which, had it not been that they were under our own observations we should hardly have realized that such extremle care could have been needed. To somze, milk is especially obnoxious; for others, it is the amnount of food or some apparently simple variation in diet designed to improve their weight and strength, or lastly some obvious but slight error that may bring about the speedy relapse. Clearly associated with this is the extreme liability to such relapses after what has seemed to be a comparative recovery. Though usually due to diet, they nmay also follow a chill or over-fatigue. Whatever the cause, this is abundantly clear, that however trifling the exciting factor, the illness will be prolonged and intractable.
When the condition has existed for some years there is a decided resemblance in the appearance of these children. They are anaemic, soft, and very weak on their legs. The abdonmen is large and tympanitic and in bad cases infantilism is striking. One extreme case in adult life at the age of 24, seemed like a girl of 16 years, and though quick and shrewd was stunted and childish in frame. We can hardly wonder that such a result occurs when we mention that one of our cases weighed 241 lb. at 11 months, 17 lb. at 2 years, 171 lb. at 3 years, and 25l lb. at 4 years of age.
Diarrhoea is not always constant in any particular attack; there may be also intervals of constipation which may be associated with alarming meteorism and cardiac failure. The stools then are often quite colourless. We have never observed jaundice or even a suggestion of its occurrence in any of our cases.
With this brief introduction we turn now to our clinical details. The first case, a fatal one, is the one which has chiefly led us to make this contribution, and had been followed for some years both in the out-patient and in-patient departments of the Children's Hospital.
We are indebted to Dr. A. E. Garr-od for the use of the notes of the case while under his care.
Case I.-A. H., male, aged 9 at the time of his death, had an attack of enteritis when aged 1, which lasted eight months and was associated with severe diarrhoea and abdominal swelling. In this illness he was treated at the Tottenham Hospital. He was one of seven children, another dying as an infant of diarrhoea. He came first to the out-patient department on July 11, 1908, when aged 5, with a history of an attack of diarrhoea which had already lasted three months. At its worst blood had been passed and the motions were green. In the last weeks there had been sickness. He was wasted and pale. His tongue was clean and moist. His weight was 27 lb. The abdomen was slightly distended but no masses could be felt. The spleen was not enlarged but the liver could be felt 11 in. below the costal margin. The stools were large, light brown, soft, and offensive. The lungs and heart showed nothing abnormal. His temperature rose once to 1010 F. The provisional diagnosis of abdominal tuberculosis had been made, but Calmette's reaction was negative. Improvement was rapid with a milk diet and rectal lavage, salicylate of bismuth and opium, and he left at the end of the month for the convalescent home, where he remained another four weeks.
He was readmitted on December 5, 1908. Ever since his return home the stools had been loose and diarrhoea with rapid wasting had recommenced six weeks before admission. The boy looked very ill with dark rings under his eyes and was emaciated. A few enlarged glands were felt in the upper intercostal spaces. The abdomen was slightly distended and tender. The liver as before was enlarged. His weight was 30. lb. The urine (specific gravity 1014) contained a faint trace of albumin. The temperature was normal. This attack was more severe and there was daily vomiting. Calmette's reaction was again negative. The motions were at first four daily and then were reduced to two daily. Gastric and rectal lavage and lactobacillin brought about a gradual recovery in six weeks.
He was readmitted again in August, 1910, after an interval of about eighteen months, and remained until September 8, and again from October 27 to November 5. On each occasion there had been a recurrence of diarrhcea with watery, light brown, offensive motions. There was extreme emaciation and he had a cadaveric appearance. His teeth, previously good, had now become much decayed. His abdomen was large and distended and some faecal masses could be felt. His weight was now 31 lb. The diet was milk, cream, rusks and custard. It was clear now that the condition was gaining upon the patient.
He was again readmitted on February 11, 1911, with the diagnosis of dilated colon or possible abdominal tuberculosis. There was a chronic diarrhoea, three motions a day, with extreme wasting. The' stools when formed were white. The tongue was clean. For the first three weeks there was fever ranging between 101°and 990 F., while for four months at the convalescent home it ranged between 99°and 970 F. In other respects no new feature was noted. His weight was now 31 lb. The diet was milk, fish, and chicken.
Once again he was admitted on September 3, 1911, and remained in the hospital until February, 1912. His condition on admission was worse than it had ever been before. A detailed examination of the stools was made by Dr. Graham Forbes, then Clinical Pathologist to the Hospital. They were alkaline and creamy in consistence and colour. Films showed fatty crystals, debris and the following bacteria: (1) Gram-negative bacilli were predominant; (2) Gram-positive diphtheroid bacilli and (3) Gram-positive micrococci were also present. No pus or blood corpuscles were recognized.
Culture: Plate inocLilation from dilutions yielded only growth of Gramnegative bacilli in abundance, and colonies subcultured gave most of the reactions typical of the Bacillats coli communis group.
In October the diarrhaea had reached nine or ten motions a day and the urine reduced Fehling's solution. The sugar tolerance was tested by administration of glucose 1 dr. every six hours.
On November 7 the reduction of Fehling's solution ceased. December 2: Mr. Kellock did appendicostomy, after which the large intestine was washed out daily through the wound and 4 oz. of paraffin injected daily through the appendix. The The Necropsy.-The necropsy was made twenty-four hours after death, and we will confine our description to the details that seem pertinent. The appendicostomy had been quite successful. There was no peritonitis nor excess of free fluid and the intestines were not distended. The walls of the large intestine felt thickened, and, on opening it, the solitary follicles were everywhere prominent and the mucous membrane thickened, corrugated, and dotted with areas of very acute congestion. There was no breach of surface, but much mucus coating the membrane. The cwcum and appendix shared in this change.
There was general thickening also of the whole small intestine and the valvulte were prominent, but the Peyer's patches were not enlarged. Between the valvulae the spaces were sown with raised areas resembling solitary follicles. Diffuse areas of acute congestion were present as in the large intestine. The stomach was also thickened, the mucosa in particular, and in addition was acutely congested, particularly at the pyloric end. The gastric glands were unusually prominent. The lymphatic glands in the mesentery were considerably enlarged, pale and firm on section, as if unduly fibrous. The pancreas appeared natural. The liver was very large, extremely pale and soft, and showed extreme fatty change. The gall-bladder and ducts were natural. The spleen was large, soft and pale. The kidneys showed pale cortices, but these were not swollen. The ureters and bladder were natural. The heart was very small and wasted, the lungs small but natural. No tuberculous glands were found in the thorax. The particular features of the examination were:
(1) Thickening of the walls with inflammatory changes affecting the entire alimentary canal; (2) the absence of striking changes in Peyer's patches; (3) the absence of any obvious pancreatic lesion; (4) the abnormality of the liver; (5) the absence of any evidence of tuberculosis.
Microscopy.-As has been described, macroscopic examination post mortem revealed the presence of changes throughout the intestine; microscopic sections of the intestinal wall and of glands associated with the gut confirmed these findings. On a careful examination it was found that, in addition to the more recent and acute changes present-possibly associated with the acute terminal infection referred to elsewhere-there was evidence of damage to tissues over a considerable period of time. As will be seen, not only the intestine but glands secreting into its lumen were affected, and, more remarkable still, changes were present in such remote organs as kidney and spleen. In preparing There did not appear to be any marked change in the perilobular zones supplied by hepatic vessels.
Pancreas: There was marked increase in the interlobular fibrous tissue, particularly that surrounding the ducts. In certain ducts appearances P7. cl. u.
FIG. 4.
A section through an area of the liver. C.D. Bacteriological Investigations.-The mucous membrane was scraped off two or three different parts of the large intestine and smeared over three neutral red agar (Dr. Houston's " Rebipelagar ") plates. Many red and colourless coliform colonies developed in twenty-four hours, and also some streptococcus colonies. The red, lactose-fermenting, coliform colonies and the streptococci were not studied further. Several of the colourless colonies on the "Rebipelagar" plates were studied in detail, and the organism proved to be a variant of the Bacillus dysenterix (Flexner).
Isolation of Bacillus dysenterie (Type Flexner, qmodified) from the Intestinle Post mortem. It was a longish, coliform, Gram-negative bacillus; non-mobile, but exhibiting slight Brownian movement in young broth cultures. On agar the growth was like that of the coli-dysentery group of organisms and gelatine was not liquefied. In broth, after five days at 370 C., a fair amount of indol was produced and tested for with the paradimethyl amido-benzaldehyde reagent. In milk the organism grew well; the reaction was slightly acid on the first day, neutral on the third day, and markedly alkaline on the fifteenth day. The fermientation reactions were as follows: On the first day, acid and no gas in glucose, mannite, galactose, maltose, salicin, and isodulcite. On the fourth day some acid and no gas in sorbite and glycerine, and slight acid in dextrin (four to seven days). No acid or gas was produced in lactose, saccharose, inulin, raffinose, or adonite in seven days. The agglutination of this bacillus was tested with a Bacillus dysenteria, (Y)-agglutinating serum.
At the time of use this serum had been prepared nearly two years. and its agglutinating titre was considerably lower than it had been. It agglutinated the Flexner bacillus completely in a 250-fold dilution; partially at 1 in 500 and slightly at 1 in 2,000. The bacillus isolated from this case was agglutinated, partially at 1 in 250 and slightly at 1 in 500 up to 1 in 2,000. There can be no doubt, therefore, that we are dealing here with a dysentery bacillus of the Flexner group differing from the type bacillus in only a few minor points. On referring to Morgan's paper in the Journal of Hygiene for March, 1911, it will be seen that Flexner's bacillus produces no acid in sorbite, salicin, isodulcite, or glycerine; whereas the organisms isolated from this case produce some acidity in all these media in two, four, or, as in the case of glycerine, in seven days. Cultures made from the liver, spleen, and mesenteric glands remain sterile. From the heart blood Bacillus coli and streptococci were grown-to be regarded as a terminal or post-mortem infection.
This case is an extremely interesting one, because clinically it was regarded as one of colitis with recurring acute attacks, without its dysenteric nature having been established. Post mortem the condition of the large bowel closely resembled that of patients in asylums who have suffered from subacute or " periodic " dysentery. Outside asylums dysentery is usually stated to be rare in this country. In cases of summer diarrhcea American observers have found the dysentery bacillus, but Morgan, who mnade a careful study of the disease in this country, failed to find the dysentery bacillus in the stools. To show that infection with this bacillus is not so rare as is coinmonly supposed, we may mention that within four months of isolating the Bacillus dysenterix from the above case, similar organisms were isolated by one of us from two other children who came from widely separated parts of the country.
Our other cases were none of them fatal, and they will only be used to illustrate important points of likeness or features of special interest, Case II.-This was a boy who was seen by one of us in consultation on several occasions. In some respects we think that this was a unique case, for an accurate daily record was made of the diet from May 27, 1909 , to June 12, 1912 , that is, a period of over three years. The weight was also kept from birth, and so we are able to give a graphic representation of the beginnings of infantilism in the form of a chart which we think is a very interesting cne ( fig. 5 ). The records of this case also provide us with some concrete examples illustrating the extreme difficulties that arise in dieting such cases. This child was born in November, 1907, and was breast-fed for five months, and after this took cow's milk well until January, 1909, at the age of 13 mnonths, when he had "gastritis." In April, 1909, he had whoopingcough, and this was followed in May by diarrhcea, which was ascribed in part to dentition. The motions contained mucus, were porridgy in consistence and colour, and singularly odourless. From this attack he made a slow but steady recovery. In August, 1909, during some hot weather, a nurse gave him some unwholesome raw meat juice, and a chronic diarrhea developed which aroused no particular alarm until October 2, when nearly 2 years old. Then he collapsed suddenly, and was apparently dying. The child, however, rallied from the collapse, but for the next three years there was a continual struggle carried on with the assistance of the most skilful trained nurses that could be obtained. At birth he weighed 8' lb., at 1 year 241 lb.; at 2 years his weight was 17 lb.; at 3 years 171 lb., and at 4 years 25' lb. Among the most striking symptoms were intervals of extreme distension, general anasarca with fluid in the peritoneal cavity, attacks of heart failure and diarrhcea or constipation, with the passing of pale stools and mucus. At the present time he is, with the aid of supports, just learning to walk, and the photograph, lbs.
taken when he was aged 4, shows that he looked like making a recovery which, at the age of 5_, seems more assured.
The one fact that -stood out prominently in the management of the case was the one that has struck us and others, that progress in diet had to be infinitely slow. It may be safely stated that this boy, most skilfully nursed and seen by many medical men, had practically every resource of invalid diet tried. In addition to this his father was a man of extraordinary accuracy and pertinacity and noted every detail which had bearing upon the success or otherwise of any experiment in this direction. Yet when the boy had been gaining steadily and soft, the belly protuberant and tympanitic; the liver was felt below the costal arch; von Pirquet's reaction was negative. Since that date the mother, who has been most attentive to the child, has had one continual struggle with his diet. Large white offensive motions were usually passed, and the least error produced diarrhcea, when the white colour of the motions became less evident. During the last twelve months there has been a slow gain, which was interrupted once by an interesting episode. The boy's father, naturally irritated by the slow gain on the apparently starvation diet, in a moment of mental exaltation defied his wife and gave the child some pork gravy and potato. The result was a prolonged attack of diarrhaea with the usual fall in weight. This child shows the infantilism, the pallor, the desire for drinking much water, the softness of tissues and tendency to tympanites. He has been at times very ill. Now he is slowly gaining ground and the motions are becoming coloured. It may be added that bismuth has been very helpful in the minor attacks. His weight at the time he attracted attention at the baby show when aged 7 months was 16 lb. 2 oz; now at the age of 5 years it is 291 lb. The course of events in this case was: (1) Rickets ; (2) acute summer diarrhbea; (3) recurrent diarrhcea; (4) the appearance of coeliac symptoms; (5) gradual convalescence, with infantilism resulting from the previous illness.
Case IV.-Male, aged 1 year 7 months, was under observation for eight weeks and was brought to hospital for an attack of diarrhoea of a fortnight's duration.
When aged 10 months this patient had an attack of acute diarrheea of the epidemic summer type and from this he never fully recovered. He was breastfed only during the first three months of life and then given successively cow's milk, Nestle's milk, barley water, and Virol, without success. His weight at birth was 62 lb. He was described as of marasmic appearance, expression somewhat anxious, rather ill-nourished. He was typically pot-bellied, the liver could not be palpated, but a dilated and thickened colon was easily felt. There was no mass or any free fluid in the abdomen. The stools were characteristic, bulky, semi-solid, clay-coloured or almost white, offensive and not infrequently possessing a marked cheese-like odour. Von Pirquet's tuberculin reaction was negative. No special attempt at dieting was made and he left hospital but little the better. His weight on leaving hospital was unchanged, 141 lb.
Case V.-Male, aged 1 year 8 months. This boy was under observation from January to March, 1913, with " wasting " and " rickets." There had been diarrhoea at intervals since birth; the bowels opening three times a day, stools large, putty-coloured and offensive; at times there was mucus in stools. Frequent vomiting occurred some hours after food. Two months before admission to the hospital patient had an attack of bronchitis, after which he was noticed to drag his right leg and had not been allowed to walk since that time. He had measles and pertussis when 6 months old and has always been delicate. He was quite unable to take cow's milk, though formerly fed on milk and water, but since January 18 he had tolerated Glaxo. On January 28 patient had an attack of laryngismus stridulus. When admitted to hospital on March 3 he was fairly well developed but there was definite evidence of rickets in the long bones and ribs. The abdomen was prominent, soft, but not tender, and the liver could be palpated. There was impairment on percussion in the flanks and lower abdomen pointing to the presence of free fluid. Whilst in hospital he was rather constipated, only twenty-two stools being passed in twenty-one days. The stools were always pale, bulky, greasy, and sour-smelling, they were never watery and contained neither mucus nor blood. His weight on leaving hospital was, as on admission, 1 st. 5 lb.
Case VI.-AMale, aged 4 years 10 months. He was admitted to hospital in February, 1913, with the history that he had suffered frequently from attacks of severe diarrhoea ever since birth, his stools containing sometimes mucus and undigested food. He had been subject to attacks of abdominal pain, which were associated with marked swelling of the abdomen and vomiting, and was described as always thirsty. He had never attempted to walk. He had pertussis when aged 31, and as an infant was bottle-fed. He was described as a remarkably undersized boy with marked signs of rickets. The skin of his face and head was rough and dry, his teeth extremely defective and carious.
His abdomen was prominent but not tender on palpation; the liver extended 1-L in. below the costal margin. The stools were dark in colour, slimy, with mucus, and semi-formed. He was given a diet of milk and cereals and the carious teeth removed. He left the hospital after a month's treatinent somewhat improved, having gained in weight from 1 st. 6 lb. to 1 st. 6i lb.
Case VII. Female, aged 4. This patient was under treatment, with characteristic cceliac symptoms, from April 6 until July 5, 1913. She was brought to hospital for backwardness. Her mother, who was unusually intelligent, had studied the child's case carefully, and was able to describe the illness with some accuracy. She stated that since the hot summer of 1911, wvhen the child had suffered from a severe attack of acute summer diarrhoea, her digestion had been impaired and her bowels had never acted properly. During the three days prior to admission to hospital the child's motions had been white and solid, but before this she had frequent diarrhcea the dejecta resembling weak tea. With reference to her previous history, it was stated that the child was a healthy baby, breast-fed for fourteen months, and afterwards progressing normally up to the age of 2. Since the age of 2, however, from the attack of acute diarrhcea mentioned above, she had made no progress and had scarcely grown at all. As regards diet, it had been noted that eggs were always liable to cause immediate diarrhcea, meat foods invariably were better borne than milk or milk puddings, while the child herself preferred water rather than milk or tea to drink. She was the second child of a family of three, and both her brothers had been born with jaundice which had lasted during ten days. They are now healthy. When admitted to the ward there was nothing characteristic in the patient's appearance. Her intelligence was approximately that of her age. Her teeth were good. She was not rachitic. The abdomen was globular, full, but not greatly distended; no mass could be felt, or thickened gut, and there was no peristalsis, umbilical pouting, or hernia. The stools were bulky, pultaceous, sour-smelling, offensive, yellow or clay-coloured. When on fat-free diet they became less offensive, less copious, and much darker, but were never rorrned. during the first year of life on a diet of cow's milk and barley water, during the latter six months her mother had been dissatisfied with her progress and had during two months prior to admission attended the out-patient department of the hospital. An attempt to add bread and butter to the milk diet had been entirely unsuccessful. On admission she already presented the changes of rickets. The thorax was laterally compressed with prominent sternum and marked beading of the ribs. Harrison's sulcus was well defined. The anterior fontanelle was unduly large for the age of the child, the epiphyses of the long bones everywhere enlarged. The abdomen was full, some tympanites present and both liver and spleen enlarged. No teeth were present. The stools on admission were frequent, very offensive, green and slimy, but contained no blood. Although the symptoms speedily improved and with cessation of vomiting the stools began to assume a normal character, fourteen days after admission the child developed well-marked tetany. Facial irritability, carpopedal spasm and " obstetrician's" hand, were all marked and Trousseau's sign was also present, and there was definite cedema of the dorsum of hands and feet. Laryngismus stridulus did not occur, The condition gradually passed off and in the course of a fortnight had completely disappeared. Her weight was 131 lb. Nothing was seen of the child until two years later, when at the age of 3' she was again brought to hospital. Six months earlier she had had an attack of measles and with it diarrhoea. She improved for a time but relapsed a month before coming to hospital, and during the last week was wasting and becoming rapidly worse. As many as twelve motions had been passed in the day, the stools being usually white, sometimes green. It was noted that the child appeared fairly well developed and moderately well nourished, that evidence of rickets was present, but there was no impairment of movement of the limbs. Her teeth were good. She speedily improved and on leaving hospital weighed 1 st. 6 lb. 8 oz.
Four years afterwards she was again brought to the hospital for swollen abdomen and looseness of the bowels. Her condition was at this time frankly diagnosed as morbus caliacus. The stools were pale, putty-like, soft and moulded, and contained no visible bile, nor did the administration of ox-bile in capsules give rise to any change in their character. After ineffectual treatment during six weeks the patient was put on a fat-free diet on May 8, 1911.
On May 16 the motions, though still rather bulky and unformed, were of normal brown colour. On May 23 the motions were formed, the child out of bed and doing well. She was now again put on an ordinary diet containing fats on June 1 and the stools reverted to their former type, and on June 6 she was losing weight and was forced to return to bed. On June 13, though well enough to get up, she was still losing weight and was taking her food badly. On leaving hospital her weight was 2 st. 10 lb. Whilst in hospital she had no diarrhcea, the number of stools averaging one per diemt.
A year later the patient was again admitted for an attack of pain in the knees. Seven weeks before admission the knees became swollen and painful and the patient went off her legs. External splints were applied for the treatment of the genu valgum which was present, but the pain was aggravated by these and unrelieved by massage and they were accordingly removed and the child put to bed. She was found to be bright and intelligent. The knees were bent and could not be extended, although easily and fully flexed; there was some peri-articular thickening both of knees and ankles, with limitation of movement at the ankle also. A radiogram of the knees showed increased translucency of the epiphyses and some irregularity of structure, a condition that is occasionally associated in adults with alimentary toxamia or infection. Her stools showed the same characteristics as formerly. Several carious teeth belonging to the milk dentition were removed anid the pain in the knees and swelling gradually subsided, but the patient could not be induced to walk. Six months later she developed, without obvious cause, an attack of tetany with facial irritability and carpopedal contraction.
She was last seen in July, 1913, and could then walk with difficulty.
Case IX.-Male, aged 11 years 5 months. He first came under observation when aged 5 years 8 months, in April, 1907 . He was quite healthy until 1905, when be began to have diarrhaea. The motions were pale yellow in colour, sometimes resembling dirty water and always foul-smelling. Wasting bad become marked and the abdomen was constantly swollen. When admitted to hospital he appeared fairly well nourished and of healthy complexion. The abdomen was distended and flabby, easy to palpate and not tender. No peristalsis was seen. The stools were formed but pale, and frequently passed in bed owing to a degree of incontinence. Diarrbcea recurred in December, 1907, with very marked distension of the colon, and again in 1913. At this time the abdomen was greatly distended and visible peristalsis of the colon present.
The stools were absolutely colourless, one per diemt. There was no trace of jaundice, and microscopical examination of the stool showed the presence of fatty acids, fats, and soap. The stool was exceedingly frothy owing to the presence of gas bubbles throughout. In April, 1907, the child's weight was 1 st. 12 lb. 8 oz., and had increased by May to 2 st. 1 lb. 14 oz. On January 14, 1908, 2 st. 5 lb. 8 oz. In March, 1913, the weight was 3 st. 7 lb.
This concludes the clinical cases that we have brought forward, although there are several more under our observation of the same character, which would only repeat the story. We wish now to emnphasize once more that we have endeavoured to describe a group of cases of recurrent diarrhoea in childhood, which frequently seems to date its first onset fromii an attack of acute diarrhcea that, clinically, may resemble the acute enteritis so often met with in the summer. Later, however, those characters have arisen which our examples have illustrated. To everyone it will occur that we are again describing a condition well recognized since the writings of Dr. Gee as that of coliac disease, and this is the first point upon which we wish to dwell. To us it has seemed that "the cceliac disease," using the term in its usual sense, may very possibly be a phenomenon which, for the want of a better terin, we would say is grafted upon the original illness. When some of these cases of ours were seen in the early stage they did not show the well-known characteristics, and several of them during the course of their long illnesses have passed green or blood-stained or brown fluid motions. Others again, we admit, had from the first or nearly so passed motions of the character described in the cceliac affections, and there are others that do so from beginning to end of the illnesses. Our point is this, does the coeliac affection represent a disease in itself, or is it the expression of some peculiar intestinal or other fault which may complicate various abdominal affections, or be the result of some particular lesion that may arise in connexion with various abdominal affections ? Or is it in part a result of an unsuitable diet in a disease which itself still persists although these special symptoms may disappear when the diet is corrected? Or again, is it -following the line of thought suggested by Herter-the result of some peculiar bacterial flora acting upon disordered alimentary contents ? There have been important writings upon cceliac disease which have approached the problem of its nature from different standpoints. Thus Dr. Gee in bold outline sketched the salient features. Dr. Gibbons laid stress on the widespread derangement of function of the intestinal glands. Dr. Cheadle, impressed by the lack of colour and excess of fat in the stools, the abruptness of onset in some of the cases, together with the absence of jaundice, laid much stress upon the impaired function of the liver. Dr. Herter turned to the bacteriological problem, and insisted upon the preponderance of a Gram-positive intestinal flora, which he associated peculiarly with the condition. Dr. Hutchison has emphasized the important bearing of diet.
We have been led to the same problem from yet another path by the study of this group of cases of recurrent diarrhoea in which we find ourselves coming upon phases in which we are unable to escape fronm the conclusion that we have arrived at the same goal as the writers we have mentioned.
The chief importance of our contribution appears to us to lie in the results of the examination of the fatal case. The extensive lesions that were found are from every point of view of interest. We naturally ask ourselves whether, following our own line of thought, it is possible to find in them two distinct processes ? Can we see some lesions which are -the evidences of the recurrent and persistent diarrhoea, and others which bring about the coeliac symptoms ? Are, for example, the chronic intestinal lesions the result of some particular infection-that of the bacillus of dysentery for example (we must not, however, with the evidence at our disposal do more than make the suggestion to illustrate our point) ? On the other hand, are the changes in the liver a partial explanation of the coeliac symptoms? It is difficult, we imagine, to state how rapidly the extreme damage to the liver occurred in our fatal case, and quite possible that such changes are only evidence of a secondary toxcemia. On the other hand, we would point out that enlargement of the liver was repeatedly noticed in this case long before death, although it became more evident at the end. It does not, then, seem impossible that without necessarily any notable enlargement, there may be in these cases some peculiar poison damaging the hepatic function in some special way, but not causing any jaundice. Although acholia is now known to be a term that is too committal, may not the condition of the liver, nevertheless, take a decided part in producing the cceliac symptoms ?
The condition of the pancreas was, we must admit, somewhat a surprise. We had thought to have seen more extensive disease, but that there was some interlobular pancreatitis is a fact which is worth mentioning. It would be a mistake to lay overmuch stress upon a single record such as this one, but there is clear evidence in the histories of the recorded cases that peculiar poisons are present in these illnesses, producing such symptoms as tetany, anasarca, neuritic pains and arthritic changes. They are sufficient, we feel, to nmake it justifiable to suggest that we have two factors to consider-the possible occurrence of a peculiar infection, and the appearance of special symptoms of the coeliac affection as a sequel but not necessarily as a constant occurrence.
The standpoint we have taken has led us to adopt the title to our contribution that we have done, because we wish to ascertain whether the general opinion is that we are yet in a position to consider the coeliac affection as in itself a disease. If there is unanimity upon this, then we think the original term " coeliac disease " the safest as being the least committal. Later researches have shown that the colour of stercobilin may be masked by fat and bile but is not necessarily absent. from the white faeces, and on this account acholia pledges us too far, although, as we have mentioned, this term directs attention to the possible influence of disordered hepatic function.
]Ilalabsorption is clearly a predominant feature in these illnesses, and we need not delay over the infantilism, or extreme weakness of the lower extremities or flatulent distension, and general flabbiness, and anaemia, for we think this is a sufficient explanation. It is an interesting point that a considerable number of cases after reaching the age of 5 to 7 seem in a mysterious way to outgrow the tendency to recurrent attacks, and to gain step by step a tolerance to a more generous diet, and one wonders in such cases to what extent the bowels remain permanently damaged, and whether the liver or pancreas or both acquire in some way a greater vitality, and thus aid in overcoming the coeliac element.
The problem of the diet seems to us a very difficult one, for a study of our cases and of others we have not recorded seems to point to any of the chief articles of diet as being at one time or another harmful, although we think Herter inclines to the carbohydrates as the first offenders. Fats seem to us to stand first as the most difficult, yet some cases may take cream. Carbohydrates may be tolerated better than any foods at times when the condition is almost desperate, but often they are ill borne, and if pressed appear to assist in causing a distension in which the entire bowel is implicated. Broths and meat juices are, perhaps, as likely to be dealt with successsfully as any food, but with milk the mlost diverse results occur. In some cases milk seems most injurious, in others it has been the great stand-by. The dried milks have often been of service. Eggs are frequently disastrous, and again fish has been most unsatisfactory, and minced miieat equally so. The malted foods are very likely to produce diarrhoea. The widespread intestinal lesions prepare us to find that all forms of food may be difficult to assimilate. Our experience, in fact, has been that in some cases a diet has been arrived at by bitter experience with the particular individual, and has been evolved quite empirically. We would add that diarrhoea is by no means an invariable symptom, for there may be also constipation, which may prove equally dangerous from consequent meteorism. Of all drugs the one that seemiis to us after a prolonged experience to be the most generally successful is bismuth. We have had the most convincing proof of this in the fact that several mijothers of much intelligence and unsparing in care of their children have come back asking for this when a relapse was threatening. We do not pretend that it will cope with the worst cases, but it is, we believe, of the greatest value in the milder ones, although it is powerless to combat an unsuitable diet. Opium and grey powder have, as is well recognized, their times of value. And when the stage of convalescence is well established mild iron preparations are useful. The routine use of codliver oil and malt in the stages of remission may in our opinion precipitate an attack.
The remarkable tendency to great abdominal distension and the diagnosis in some of these cases of dilated colon raises the interesting question as to whether a condition allied to Hirschsprung's disease, or indeed whether some cases actually described as of this nature, are not to be ascribed to this peculiarly severe and chronic affection damaging the neuro-muscular elements of the bowel. The course of events we would picture then, is that the active disease has quieted down, leaving a much weakened gut, and constipation has resulted. This constipation has been neglected or permitted at first as a lesser evil, and thus added to the strain upon the weakened bowel, with the result that an extreme degree of atony of some of the most affected part has resulted. The following history is a suggestive one in this connexion:-L. W., a boy, aged 6 years 4 months, had always been inclined to be constipated, but when 31 years old had a prolonged attack of diarrbcea, passing slime and blood, after which the constipation became muclh more severe. Now the bowels are frequently not moved for a week, and even for three weeks or nearly a month. When constipated the abdomen gets very distended. The transverse colon is clearly enlarged and the upper segment of the abdomen has the appearance of fullness, which is not uncommon in Hirschsprung's affection. The report upon the bismuth meal confidently stated that the condition was characteristic of Hirschsprung's affection. Under persistent treatment large, hard masses of faeces are being passed, but it is too early to say what permanent improvement is going to result.
The diagnosis from abdominal tuberculosis is not easy, and it is one of the valuable results of the examination of the fatal case that it proved conclusively that a condition at first considered more than once to be of a tubercular nature was undoubtedly non-tubercular. Trhis particular point strikes us that the rapidity with which in this affection extreme illness is reached and the possibility of recovery from such an extreme condition on more than one occasion makes a clinical picture unlike that of abdominal tuberculosis. Supper at 6 p.m.
